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POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
FOR OTHER TYPES OF CARE OR SERVICES 

8g. Effective July 1,2000 or when a hospital has been designated by the Department of . 
Community Health as meeting conditions to be critical access eligible, whichever occurs 
later, and subject to the availability of funds, payments will be increased by rate 
adjustments, as described below. 

For non-public hospitals, rate adjustments will be based on the difference between 
100% of costs and initial payments for outpatient services provided to Medicaid 
patients. 

For public hospitals, subject to the upper payment limit for outpatient services, rate 
adjustments will be based on the difference between the greater of each hospital’s charges 
or costs, and initial payments for outpatient services provided to Medicaid patients. 

8h. 	 Effective July 1,2000 or when a hospital has been designated by the Department of 
Community Health as State owned or operated, whichever occurs later, and subject to the 
availability of funds, payments will be increased by rate adjustments. Subject to the 
upper payment limit for outpatient services, rate adjustment payments will be based on 
the difference between the greater of each hospital’s charges or costs, and initial 
payments for outpatient services provided to Medicaid patients. 

8i. 	 Effective for services on and after July 1,2001, payment rates will be increased to 100% 
of costsfor historically minority-owned hospitals. 

8j. Effective for dates of service on and after July 1,2004, the payment method is modified 
as follows: 

For those hospitals that were previously reimbursed at 90% of the cost of services 
provided, the reimbursement rate is reduced to 85.6% of costs. 
For out-of-state enrolled hospitals, payments are made at the statewide average 
percentage of charges paid to Georgia hospitals that are reimbursed at 85.6% ofcosts. 
The payment rate for out-of-state enrolled hospitals will not exceed 65% ofcovered 
charges. 
For hospitals that are designated as a Critical Access Hospital, a historically minority
owned hospital, or as a state-owned hospital, the reimbursement rate continues at 
100% of costs. 
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